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NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
204 INDUSTRIAL PARK RD
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TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROS5-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
N 002 1200-8-6 No Deficiencies N 002 :
During the Life Safety portion of the annual
Licensure survey conducted on 7/18/16, no
deficiencies wera cited under 1200-8-6,
Standards for Nursing Homes.
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